Section oj Laryngology -17 pharynx. Adhesions were divided thoroughly on each side in order to free the palate. At the comlpletion of the operation it was possible to pass two fingers into the naso-pharynx. The insertion of plugs, either hard or soft, had been found to be useless. The question arose as to whether there was a method of holding the palate forward while the epithelium crept in where now the palate was joined to the postero-lateral walls of the pharynx. After the adhesions had been divided, two silver wires were passed on each side of the median line through the palate, just beyond the border of the hard palate, then over the back of the soft palate, and brought forward again just above and through the free margin of the palate. They were fixed anteriorly between and over the incisor teeth and were retained until they cut out through the soft palate (seven to ten days).' The patients retained a permanent opening which would admit a finger twelve months afterwards. The point was to provide some iiieans of epithelialization of the raw surfaces, so that the parts should not cicatrize again after having been divided. If a permanent space the width of an ordinary lead pencil could be secured, mucus could be cleared from the nasal cavities, and the pain in the ear would cease. A month's trial of violet-rays might be made, but he (the speaker) favoured the operation which he had described.
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Dr. BROWN KELLY said he considered the cicatricial contraction due to lupus. In his experience of such cases it was very difficult to keep the soft palate from re-uniting with the posterior pharyngeal wall. His own best results had been obtained with a hook which passed up behind the palate and was attached to a dental plate.
PATIENT, a girl (aged 3 1) was left to play on the floor with various articles which included two farthings. NVhen the mother returned, it was noticed that the two farthings were missing. The child appeared as usual and made no complaint. Owing to the absence of a witness, no history was obtained of coughing, choking, &c.
From that time, the child began to show a disinclination to take her food and occasionally vomited after a meal. Because she appeared otherwise quite well, a medical man who was consulted three days after the event, suggested that the child was " shamming."
Six days after the event the child was taken to Quleen Alexandra Hospital, Millbank, when as the X-ray photograph showed, the presence of "a coin" in the aesophagus at the suprasternal level was discovered.
Two farthings were removed easily with a single grasp of Paterson's forceps. The case is shown on account of the peculiar history, the complete overlapping of the coins and the rarity of such an occurrence.
Discussion.-Mr. WV. H. JEWELL said that six years ago he had a similar case, that of a child 3 years old, who had two halfpennies in the cesophagus at about the sternal notch; there was no sickness, and the child could swallow well. He passed an aesophagoscope over the coins withouit seeing or dislodginig them, but on withdrawing it and pressing back a fold of mucous imembrane he saw the two coins distinctly, and removed both together at one time with Briinings's forceps. A skiagram from the antero-posterior position showed only one coin, and the radiologist said that froin the lateral aspect he saw two edges which merged into one, and therefore he believed that only one coin was present and that the aberration was due to obliquity.
Dr. LOGAN TURNER mentioned two sinmilar cases. In one, after dinner, the patient's wife threw a handful of pennies into the air. At that moment her husband who was laughing, accidentally swallowed one. A skiagram suggested the presence of one coin, but on passing the aesophagoscope Dr. J. S. Fraser removed three pennies; the patient then stated that two other coins had been missed.
The other case, under the care of Dr. G. E. Martin, was that of a child who swallowed two halfpennies simultaneously. The skiagram showed a somlewhat oval shadow suggesting partial overlapping of the two coins.
Mr. VLASTO (in reply) said that the period following the swallowing of the coins was not quite free from symptoms, since the child had shown disinclination to take her food and there had been occasional attacks of vomiting.
A Case of CEsophageal Carcinoma treated by Intubation with Souttar's Tube.
By M. VLASTO, F.R.C.S.
PATIENT, a man aged 53, first complained of dysphagia in April, 1925. On admission to hospital in September he was swallowing liquids with difficulty. A 6-mm. Souttar tube was introduced, and the patient is now able to swallow minced meat with ease.
The patient is accompanied by an X-ray photograph showing the tube in position. The case is shown with a view to eliciting information from Members of the Section as to their experience of this form of treatment.
Discussion.-Mr. T. B. LAYTON quoted a case in which this method of treatment had been of great benefit to the patient.
Mr. WALTER HOWARTH said that he could claim a fairly long acquaintance with this method since it dated from the day that Mr. Souttar's article appeared. He happened to have a suitable case, so he borrowed a tube from Mr. Souttar and inserted it that afternoon. That was in May, 1924. The after-history of this case was remarkable, as the patient, an old lady who lived in Soinerset, wore the tube continuously until she died in September, 1925, a period of fourteen months, and it functioned all the time. Her local practitioner X-rayed her from time to time to see that the tube was still in position, and at her death a few weeks ago he made a post-mortem examination. This showed that the carcinoma then involved the whole circumference of the oesophagus, encircled the aorta and had perforated the bronchus. The duration of this case was of course unusual and he would say that six or seven months was the average time. He had found that the cases most suitable for intubation were not the fungating growths but the intramural or extra-cesophageal growths which narrowed the lumen.
Previously he had used gum elastic or vulcanite tubes, but they required cleaning and replacing once a ilmonth, whereas these metal tubes need never be changed. If blocked by food, sipping hydrogen peroxide in water was often sufficient to clear the tube. Mr. Souttar often dilated these strictures very forcibly before inserting the tube, but the speaker was rather afraid of doing this and so was often content with a smaller tube. It was extraordinary what a great deal could be swallowed through a tube with a very small lumen.
Dr. W. S. SYME added his testimony to the efficacy of the Souttar tube, and exhibited three skiagrams showing the type of stricture with the tube in position, indicating that a narrow stricture would bear a fair-sized tube. In three days the man was able to travel to Devonshire, and said he was comfortable and was swallowing minced meat.
Mr. VLASTO (in reply) said that, from the remarks made by various Members of the Section, one might be led to think that the passage of a Souttar's tube was always a comparatively easy procedure and that their efforts had been attended with uniform success; this had not been his (the speaker's) experience. The statement had been made that the tube could be passed through any ordinary aesophageal tube. He (Mr. Vlasto) wished to emphasize the fact that the bore of the oesophageal tube so used must be at least 16 mm., and that such a tube did not, as a rule, form part of the usual hospital theatre equipment. His (the speaker's) experience of this treatment had been confined to three cases. In the first case he had been unable to dilate the cesophagus sufficiently to admit the passage of a tube. In the second case he had been obliged to remove the tube three days after inserting it, because the patient had been totally unable to swallow; in that case the Souttar tube had been blocked by growth and blood-clot. The third case was the successful one which he had now exhibited.
